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Abstract 
This study examines some of the barriers facing the delivery of effective, culturally 
appropriate primary health care services to First Nations people living on reserves in Manitoba. 
The data for this study comes from a data set made up of the responses to the Manitoba portion 
of the First Nations Regional Longitudinal Health Survey (RHS). The relationships between 
reported barriers to accessing health care and self-rated health were used to inform this work. 
Analysis relied on the use of Chi-square, Cramer's V, and adjusted residuals to determine 
statistically significant relationships and their respective strengths. The results indicate that 
barriers to access to primary health care on-reserve could be classified as: underfunding, limited 
human resources, lack of culturally appropriate care, and inadequate levels of local control over 
service delivery. 
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Chapter One: Introduction 
Health care in Canada is a source of national pride and universal access to medically 
necessary care has been available for decades, leading to some of the best health outcomes in the 
world. The system is ranked twelfth, for life expectancy at birth (80.7 years), out of thirty-one 
OECD countries (OECD, 2011). In spite of this world class health care system there still exists 
within Canada marginalized populations who remain unable to access necessary care at the same 
level as mainstream Canadians. Studies from throughout Canada indicate that First Nations 
people lag behind the rest of society in many indicators of health (MacMillan et al., 2003; 
Martens, Sanderson, Jebamani, 2005; Lavoie et al., 2010). In response to this, First Nations 
people have developed and implemented a national survey through which health needs can be 
measured and appropriate steps can be taken to address those needs. 
Conceptual Framework 
The poor health status experienced by many First Nations people relative to the rest of 
the Canadian population raises the issue of equity of access to care. Inequity can occur either 
within a country (e.g. between Caucasians and First Nations people) or between different 
countries (e.g. between Canada and Somalia). In this study, the concept of equity will be 
approached as it pertains to the Canadian context of First Nations people and mainstream 
society. Whitehead (1992) argues that inequity refers to differences in health that are not only 
avoidable and unnecessary but also considered to be unjust. Whitehead acknowledges that 
variation in health due to biological variation, freely-chosen health damaging behaviour, and 
transient advantages due to a certain group adopting a healthy behaviour would not be 
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considered inequities. However, differences due to restricted lifestyle choice, unhealthy/stressful 
living and working conditions, insufficient access to health care, and the tendency for sick people 
to move down the social scale as a result of their sickness are considered to be avoidable and 
therefore inequitable. Culyer (2001) recommends that if policy is to reflect the principles of 
equity, there must be equal and universal access to assessment, but unequal access (i.e. access 
only when deemed necessary by assessment) to the treatments. The unequal access to the 
approved treatments reflects the reality that health care in Canada must operate within the 
constraints of scarcity of resources. Culyer suggests that approved treatments should be the ones 
that make the greatest strides to reducing gaps in health. Thus this study will consider areas in 
which policy reform has the potential to improve the health of First Nations people living on 
reserve. 
Research Objectives 
A starting point for reducing the gap in health status comes in the form of primary health 
care (PHC)1, which has been shown repeatedly to provide an efficient way of improving the 
1 
Primary health care is defined by Starfield (1996) as encompassing primary, secondary, and tertiary 
prevention as well as primary care. Starfield (1998) defines primary care as "that level of a health service system 
that provides entry into the system for all new needs and problems, provides person-focused (not disease-oriented) 
care over time, provides care for all but very uncommon or unusual conditions, and co-ordinates or integrates care 
provided elsewhere by others." 
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health of a target population (Starfield, Shi, & Macinko, 2005). Improvement of PHC services 
on-reserve is one step towards improving the health status of First Nations people in Manitoba. 
The objective of this study is to explore barriers to accessing primary health care services 
on First Nations reserves in Manitoba. The barriers will be identified by the analysis of data 
coming from the 2008-20010 First Nations Regional Longitudinal Health Survey (RHS), as well 
as exploring what is already within the literature. The use of the RHS data brings an end user 
perspective into the literature, since all of the participants are reporting on their experiences with 
health care in their communities. The study will endeavour to answer the following questions: 
1. What is the current state of primary health care services in First Nations communities? 
2. What steps forward are indicated by the literature and by First Nations communities? 
The current state of on-reserve PHC services will be assessed via a review of the current 
literature, specifically looking at health outcomes, service level designation, human resources, 
and non-insured health benefits. The literature review will also bring some context to the current 
state of PHC services by looking at the Health Transfer Policy and its relationship to community 
control and how these shape the landscape of PHC services. The literature review will finally 
look at how First Nations are bringing their knowledge and opinions to the PHC discussion via 
the RHS. 
The analytical portion of this study delves into data from the RHS regarding community 
characteristics and barriers that are preventing people from accessing PHC services. This 
analysis brings the collective experience and voice of many First Nations people in Manitoba 
into PHC discussion. This perspective along with data from the literature are then brought 
together in the discussion, where they provide an critical examination of barriers to 
primary health care services on First Nations Reserves in Manitoba. 
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Chapter Two: Literature Review 
In this chapter, the literature pertaining to the status of First Nations health in Canada will 
be explored to provide background and rationale for the current study. Following this will be a 
discussion of primary health care, service level designation, human resources, and non-insured 
health benefits and the role they all play in on-reserve health outcomes. This leads into a 
discussion of the Health Transfer Policy which is the current structure under which on-reserve 
health care is provided in Manitoba and in most First Nations across Canada. The chapter then 
concludes with an overview of the First Nations Regional Longitudinal Health Survey. 
Background 
First Nations people in Canada are overrepresented for a multitude of health problems 
when compared to the mainstream population. A recent study of Manitoba First Nations health 
services use found that, relative to all other Manitobans, First Nations had: (1) higher rates of 
ambulatory physician visits (6.13 v. 4.85 visits/person), (2) higher rates of hospital separation 
(0.348 v. 0.156 separations/person), and (3) lower rates of specialist visits (0.895 v. 1.284 
visits/person) (Martens, Sanderson & Jebmambi, 2005). The higher rates of hospitalization for 
ambulatory care sensitive conditions2 are indicative of inadequate access to PHC services, which 
may be due to a lack of culturally appropriate PHC models or even a lack of PHC services 
2 Ambulatory care sensitive conditions (ACSC) are conditions "for which timely and effective outpatient care can 
help to reduce the risks of hospitalization by either preventing the onset of an illness or condition, controlling an 
acute episodic illness or condition, or managing a chronic disease or condition" (Billings et al., 1993, p. 163) 
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altogether (Brown et al., 2001; Jiwa, Kelly, St Pierre-Hanson, 2008; Lavoie et al., 2010). These 
findings support the results of an earlier study in Ontario which found that residents of First 
Nations communities were 2.54 times more likely to be admitted to hospital for ambulatory care 
sensitive conditions (ACSC) than the general population and 0.64 times as likely to utilize 
specialist services (Shah et al., 2003). Variables such as geography and socioeconomic status 
were only able to partially explain the risk (Shah et al., 2003; Martens, Sanderson & Jebmambi, 
2005). 
In 2006-2007 asthma was responsible for 15% of all ACSC hospitalizations in Canada 
and chronic obstructive pulmonary disease was responsible for another 29%; COPD was the only 
ACSC related hospitalization to increase between 2001-2002 and 2006-2007 (Sanchez et al., 
2008). This is relevant since First Nations people in Alberta were found to be 2.1 and 1.6 times 
more likely to visit emergency departments and physicians' offices for asthma and COPD (Sin, 
Wells, Svenson, & Man, 2002). Diabetes, which accounts for a further 13% of the total ACSC 
hospitalizations, is prevalent in some First Nations communities at three to four time the rate 
observed in the general population (Dyck, Osgood, Lin, Gao, & Stang, 2010; Green, Blanchard, 
Young, & Griffith, 2003; Sanchez et al., 2008). 
The Role of Primary Health Care 
PHC has been reported to have positive effects on the well-being of the population served 
as well as on the efficiency of the health care systems (Starfield et al., 2005). The basis of this 
claim rests in three bodies of literature: studies involving the distribution and supply of primary 
care physicians, studies involving people who rely mainly on primary care physicians, and 
studies which assess the relationship between health status and the utilization of primary care 
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services (Starfield et al., 2005). Each of these groups of studies showed positive influences on 
the health of those served by PHC systems. The effects of PHC were also found to transcend 
time, race, geographical regions (national and international), and economies (Starfield et al., 
2005). The one exception noted was that a large supply of primary care physicians in urban 
settings did not always ensure access to all sub-populations, indicating that barriers to access 
differ between rural and urban settings (Starfield et al., 2005). Starfield (1996) differentiates 
PHC from secondary and tertiary care, stating that PHC encompasses primary, secondary, and 
tertiary prevention as well as primary care, none of which require hospitalization. 
Currently PHC services are provided on reserves through health offices, health stations, 
health centers, or nursing stations, each of which provides different levels of services. The level 
of services is determined by the number of registered First Nations people living on-reserve, 
proximity of provincial services, quality of roads, and distance to referral centers (see Table 1). 
The different facilities, in the order listed above, provide increasing levels of health services 
where each step up the ladder provides the same services as the one below plus additional 
services; health offices provide screening and prevention services on a part time basis, health 
centers improve with provision of emergency services and increased hours (limited or no off-
hours coverage), and nursing stations provide additional treatment services and nursing care on a 
24/7 basis (Lavoie et al., 2010). This translates into differing levels of available PHC services 
between reserves; where some communities have access to nursing stations which can provide a 
large range of PHC services, more than half of reserves do not qualify for nursing stations and 
instead have health centers or health offices which can provide only limited services (Lavoie et 
al., 2010). Since the health care system operates within the confines of limited resources it is not 
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reasonable to expect that the same level of care offered in Winnipeg can be offered in every 
community in Manitoba. Still the higher rates of hospitalization reported by Martens, Sanderson 
and Jebamani (2005) and the higher rates of hospitalization for ACSCs reported by Lavoie and 
colleagues (2010) indicate that investments in PHC might yield some benefits. Furthermore, 
elevated avoidable hospitalization rates ultimately increase costs in secondary and tertiary health 
care sectors leading to further pressures on these systems (McDermott & Segal, 2006). Thus this 
study will consider how primary health care services can be improved in First Nations 
communities. 
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Table 1 
Facility designation criteria 
Type of Community characteristics (the community should meet a majority of On-reserve health services 
Facility the following criteria). funded: 
Health Criteria: Population: 0 to 750 total on-reserve population, non-isolated Part-time, often non-resident 
office and semi-isolated community (isolated under favourable conditions). screening and prevention 
Proximate health services: other health services available in nearby services only, 
communities/cities, hospital accessible by road in less than 2 h. 
Transportation: All weather road/air access. Community infrastructure: 
Adequate community services. 
Health Criteria: Population over 100 on-reserve, remote isolated to semi- Part-time screening and 
station isolated community, over 150 km from a service centre but within 50 prevention services only, 
km of a nursing station or other FNIHB facility. 
Proximate health services: hospital accessible by road less than 2 h, 
occasional unavailability of local ambulance and first response 
services. Transportation: Accessible by air or road from FNIHB 
facility, poor road conditions. Community infrastructure: Limited 
community services. 
Health Criteria: Population over 100 on-reserve. Non-isolated and semi-
center isolated community, less than 350 km from a service centre. 
Proximate health services: hospital accessible by road less than 2 h, 
occasional unavailability of local ambulance and first response 
services. Transportation: All weather road/air access, poor road 
conditions. Community infrastructure: Limited community services. 
Emergency, screening and 
prevention available 5 days 
per week, with limited or no 
after hour care locally. 
Nursing Criteria: Population over 500 on-reserve. Remote or isolated Treatment and prevention, 
station community, over 350 km/3 h travel to a service centre. accessible 24/7. 
Proximate health services: nearest hospital more than 2 h away, limited 
availability of local ambulance and first response services. 
Transportation: No year round road access to other health care 
facilities. Community infrastructure: Limited community services. 
Note. Adapted from Lavoie et al., 2010. 
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Human Resources in Primary Health Care 
One of the major difficulties facing the provision of adequate PHC services on reserves is 
the recruitment and retention of health care professionals. This means that communities are often 
faced with shortages and/or high rates of turnover of health care professionals. Many reasons are 
cited for this high turnover, including lack of opportunities for spouses, lack of family ties and 
excessive workloads (Aylward, Gaudine, & Bennett, 2011; Manahan & Lavoie, 2008). The 
process of "Othering" by health care professionals, defined as differentiation based on perceived 
or presumed differences from the dominant culture, can also contribute to the marginalization of 
patients (Tarlier, Brown, & Johnson, 2007). One way of dealing with these issues is through the 
use of paraprofessional health workers. First Nations communities in Canada have been using 
community health representatives (CHR) since 1962 as a way to enhance the provision of PHC 
services. The originally intended role of CHRs was to provide some level of health promotion 
and disease prevention, with little direct care to patients; however, in some communities CHRs 
took on expanded roles out of necessity (Minore, Jacklin, Boone, & Cromarty, 2009). CHRs are 
often members of the community being served and are therefore much more likely to commit to 
a longer term within the community providing a source of continuity within the community 
health care system. In spite of the services they provide to First Nations communities, CHRs 
have started to face opposition to their provision of direct care to patients, due mainly to 
concerns of professionals and administrators (Minore et al., 2009). These concerns are based 
mainly around issues of liability and accountability, since there is no formal accreditation, 
certification and regulation of CHRs (Minore et al., 2009). 
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Another area of health human resources to consider is traditional healers. Traditional 
healers are not a well-defined group with a specific scope of practice; rather, there are many 
types of traditional healers working from various points of knowledge ranging from the spiritual 
to extensive knowledge of plant uses (Waldram, Herring, & Young, 2007). This diversity makes 
it difficult to assess the specific levels of traditional care available on reserve. 
Other First Nations health care professionals also play an important role in providing 
health care on-reserves. It was estimated that as of 2005, Aboriginal (Inuit and Metis included) 
physicians made up approximately 0.25% of the physician population while Aboriginal people 
made up about 4% of the entire Canadian population (Anderson & Lavallee, 2007). Macaulay 
(2009) points out that it is not only physicians but all health professions that are 
underrepresented in terms of the number of Aboriginal people working within the various 
professions. The low numbers of First Nations health care professionals means that people from 
outside of the community must come in to deliver health care, which reduces the probability that 
people will receive care that is culturally appropriate. This is not to say that non-First Nations 
people cannot provide culturally appropriate care, rather that in many cases the high turnover and 
unfamiliarity with the community can lead to a lack of understanding of the local culture 
(Tarlier, Brown, & Johnson, 2007). 
In response to these under-representations, some nursing and medical schools have 
implemented initiatives to try and increase the numbers of Aboriginal students enrolling in health 
care professions (Anonson, Desjarlais, Nixon, Whiteman & Bird, 2008). Even with these 
initiatives in place enrolment has not yet reached optimal levels. A large part of this is likely due 
to early educational experiences of First Nations students. In their Call to Action on Education, 
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the Assembly of First Nations states that only half of First Nations youth complete high school. 
This factor alone already cuts in half the population available for further training in health care 
professions. On top of this First Nations schools receive, on average, over $2000 less per child 
than provincially funded school. This underfunding often leads to inadequate learning materials 
as well as increasing difficulty in recruiting and retaining qualified educators (Call to Action on 
Education, n.d.). A better early educational experience has the potential to significantly increase 
the number of First Nations high school graduates and in turn increase the number of students 
eligible for university training. 
Non-Insured Health Benefits 
Non-insured health benefits (NIHB)3 refers to a benefit plan for registered First Nations 
people, funded by the First Nations and Inuit Health Branch of Health Canada. The program 
provides prescription drugs, over-the-counter medication, medical supplies and equipment, short-
term crisis counselling, dental care, vision care, and medical transportation to qualified First 
Nations and Inuit people. Although these benefits do not fall within the realm of PHC, they are 
designed by Health Canada to help First Nations in attaining health outcomes similar to those of 
other Canadians (RHS, 2005; Health Canada, 201 la). 
3 NIHB - The term non-insured is a reference to services and supplies that fall outside of the coverage of provincial 
health insurance plans (Waldrum, Herring, Young, 2007). 
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Prior approval is required on all vision care, some dental care, all medical transportation, 
some drugs, and most medical supplies/equipment (e.g. catheters, respiratory supplies). Health 
Canada (201 lb) states that denial of approval can be appealed by the person, their parent, a legal 
guardian, or some other representative. The information required by NIHB is: 1. the condition 
for which the benefit is being requested; 2. the diagnosis and prognosis, including what other 
alternatives have been tried; 3. relevant diagnostic test results; and 4. justification for the 
proposed treatment and any additional supporting information. Once the appeal is received it is 
reviewed by a relevant health care professional and a decision is made based on the needs of the 
person, the medical justification, the availability of alternatives, and NIHB policy. If the person 
does not agree with the outcome of the appeal process they can request to have the appeal 
reviewed at the second level, and even a third and final level if they also disagree with the 
outcome of the second appeal process. The 2002/2003 RHS national survey indicated that First 
Nations people often find that these approval and appeal processes act as barriers to receiving the 
benefits that are designed to help them (RHS, 2005). 
In 2009/10 NIHB expenditures were the highest in Manitoba with 19.8 percent of 
national expenditures occurring here for 16.2 percent of the eligible population (Health Canada, 
201 lb). This disproportional expenditure has been attributed to the high proportion (29.5%) of 
medical transportation used by Manitoba First Nations, resulting from high levels of clients 
living in remote and/or fly-in only communities (Health Canada, 201 lb). As discussed before, 
effective PHC services can reduce the rates of hospitalization for ACSCs. This means that 
improved PHC services will not only result in better health outcomes, but will also reduce the 
level of expenditure on avoidable medical transportation, freeing up funding for other necessary 
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services. Manitoba is also the second largest user of pharmacy benefits, which are responsible for 
the largest portion of total expenditures (Health Canada, 201 lb). Furthermore, these expenditures 
are growing every year and it has been projected that if current trends continue and service levels 
are not changed, there will be a 57 percent increase in expenditures for First Nations people 
living on-reserve (Lavoie & Forget, 2006). Thus having been found to be a barrier across the 
nation, having a close relationship to PHC services, and comprising a large portion of the health 
care expenditures, NIHB will be included in this study. 
Health Transfer Policy 
The Health Transfer Policy (HTP) was introduced in 1989 and it was viewed as the 
answer to dealing with the existing health inequalities (Lavoie, 2004). The three objectives of the 
HTP were: to enable First Nations to design establish and allocate funds to health services that 
are relevant to the communities' priorities, to improve accountability of local leadership to 
community members, and to ensure that mandatory programs are delivered in order to maintain 
public health (Lavoie et al., 2005). The HTP was also an answer to First Nations' desires to 
participate in the development and delivery of health programs that were relevant to the needs of 
individual communities (Lavoie, Forget, & O'Neil, 2007). Part of the driving forces that 
contributed to the formation of HTP was the success of the Esketemec First Nation in British 
Columbia. Plagued with alcoholism and high unemployment rates, the Esketemc people 
designed and implemented a plan in which the sale of alcohol was prohibited, and recovery 
programs were made available; as a result the unemployment rate was greatly ameliorated 
(Warry, 1998). In a ten year span (1971-1981) the Esketemec First Nation was able to reduce the 
prevalence of alcoholism from 95 percent to 5 percent (Guillory, Willie, Duran, 1988). This 
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success illustrated the ability of community members to not only act in leadership roles, but also 
to show that they could identify, prioritize and respond to issues in an effective manner. Prior to 
the HTP, there were two programs that were run by First Nations, Community Health 
Representatives and the National Native Alcohol and Drugs Addictions Program. The HTP, 
combined with the programs already in place, allowed for an expanded scope of services which 
could be provided under the direction of First Nations; however, the policy did not allow for an 
expansion in the types of services provided on-reserve (Lavoie et al., 2007; Warry, 1998). 
Effectively, while the government did allow for more control at the local level, it did not allow 
First Nations to offer more PHC services than were historically offered. Due to the different 
demographics and capacities of First Nations organizations, there were different options as to the 
level of transfer in which an organization could participate. These options were expanded in 
1994 when the First Nations and Inuit Heath Branch of Health Canada (FNIHB) introduced the 
Integrated Community option (Lavoie, 2009). The integrated option allowed smaller 
communities, which were previously not eligible for transfer, to participate (Lavoie et al., 2007). 
By 2003, 78 percent of communities eligible for transfer were involved in some level of control 
of their local health services and by 2008, 83 percent were involved (Lavoie et al., 2007; 
Transfer Status as of March 2008, n.d.). 
Despite the high level of participation by First Nations in the HTP, the policy was not 
without critics. The government's policy focus of transferring control of existing services to First 
Nations was seen by some as a way in which the federal government could move away from 
their responsibility for First Nations health care (Warry, 1998). Critics argued that the level of 
self-determination was small given the inflexible guidelines and externally dictated rules; 
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questions were also raised about whether the inflexibility would defeat the purposes of local 
sensitivity to health priorities (Warry, 1998). It may have appeared to the critics that the federal 
government was simply paying lip-service to the idea of self-determination. Despite the validity 
for some of these criticisms, there was acceptance of the policy by many First Nations, and some 
of the limitations in service expansion were overcome via the documentation of need for those 
services (Warry, 1998). In some cases the imposed limitations were even ignored during local 
planning of what would be required for relevant quality health care, exemplifying the resolve of 
First Nations to realize self-determination in spite of restrictive policies. 
In one health transfer process, a group of volunteers who represented First Nations 
communities came together to form a Health Planning Circle which was used to identify the 
particular needs of the various communities. One of the issues that arose during the 
identification of community needs, was the fear that once transfer was completed funding 
schemes would become entrenched (Warry, 1998). Politics between various communities and the 
tribal council, as well as lack of clarity about some members' roles in decision making, also 
proved to be barriers that slowed the process. This lack of clarity regarding roles has also been 
documented in another study that assessed post-transfer issues (Lavoie et al., 2005). An 
additional issue that arose and ended up having serious implications was the tension between 
local and regional needs. This tension was exploited during the negotiation process such that 
rather than coming to regional agreements, the various communities had their own separate 
transfer agreements (Warry, 1998). Despite all of these issues and fears, 97.1 percent of Health 
Directors who responded to the national evaluation of the HTP indicated support for continuing a 
mechanism which encourages community control (Lavoie et al., 2005). 
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Health Transfer Outcomes 
A study was conducted in the early days of the HTP within the First Nations community 
of Montreal Lake in northern Saskatchewan. Band members had to travel one hundred 
kilometers to access health services. The Montreal Lake Band conducted a needs assessment and 
based on that assessment determined that a primary health care facility, controlled by the First 
Nation, would be able the best approach to address many of the findings from that assessment. 
The Band went through a three year planning and negotiation process, so that in the fall of 1988, 
the William Charles Health Center was opened and the band became the first to take control over 
local health care via a transfer agreement (Waldram, Herring, & Young, 2007). Moore, Forbes 
and Henderson (1990) found that within a year there were positive changes in health awareness, 
health maintenance behavior and health status. One observed change in health awareness was 
Band members' perception of being safer. In the first year that the health center was open many 
medical emergencies (e.g. child birth, coronary events, injuries) that previously would have 
required transportation to larger urban centers were handled by the Health Center. Additionally, 
given the new found sense of security, community members became more willing to attempt to 
manage minor illnesses at home, knowing that if things did get worse there was help close at 
hand. This sense of security was credited with reducing the number of early hospitalizations. 
Furthermore, the increased health awareness, in concert with the freedom granted under a 
transfer agreement, allowed a Band council member (also a health coordinator) to recognize an 
emerging need within the community and respond to it in a timely and effective manner. Health 
maintenance was also improved with the sudden ability to access a culturally relevant health care 
system. Community elders reported that treatment staff members were familiar with their home 
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and family circumstances, making them feel safer and more welcome than when they accessed 
health services in an urban center where only English was spoken. Another particularly 
important change noted was the earlier visits from prenatal patients. The increase was attributed 
to ease of access, lack of embarrassment and feeling accepted (Moore, Forbes, Henderson, 
1990). Additionally, community nurses were able, through trial and error, to find effective ways 
of increasing the rates of immunization. 
There were multiple areas in which health status was improved; and these improvements 
were attributed to people seeking care sooner and thereby avoiding more serious illness as well 
as the ability of nurses to tailor treatment due to their knowledge of living conditions and family 
history. With improved health came fewer hospitalizations and fewer emergency outpatient visits 
(Moore, Forbes, Henderson, 1990). The experiences of Montreal Lake illustrate the beneficial 
results that can occur with increased levels of community control over health service delivery. 
More recent studies have also analyzed the extent to which local control over health 
services affects health status within transferred communities. The findings from these studies are 
positive in that communities that have been transferred the longest are showing improved health 
outcomes (Lavoie et al., 2010). However, in 2005 there was a national evaluation of the HTP and 
some concerns were raised. Using data from the evaluation, Lavoie and colleagues (2007) tested 
three hypotheses framed around the larger question of whether there were differences in funding 
between transferred communities. The hypotheses were: 1) inequalities exist in per capita 
funding between communities; 2) the inequalities are not explained by the level of transfer; and 
3) communities that transferred in the early 1990s have less funding than those communities that 
transferred more recently. Each of these hypotheses was found to be supported. The authors 
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suggest that inequality in funding between communities might be reflecting the differential 
characteristics of each community (e.g. some communities may have higher levels of need due to 
geographical location or prevalence of health conditions). The differences in funding between 
years may have resulted from federal funding cuts in the mid-1990s as well as the practice of 
basing transfer negotiation on expenditures from the previous year. 
The idea behind basing funding on the previous year's expenditures was that the level of 
need was reflected by what was being spent (Lavoie et al., 2007). However, this logic is flawed 
as it assumes that historical funding was already at an adequate level and that health care costs 
would remain static. Recall that studies of hospitalization rates for ACSC indicate that there are 
still needs which are unmet in First Nations communities (Martens et al., 2005; Shah et al., 
2003). This concern was echoed in the Evaluation of the First Nations and Inuit Health Transfer 
Policy, where more than 85 percent of respondents reported that funding does not match the 
needs of the community, provide for population growth, or take into account the use of services 
by off-reserve and non-status users (Lavoie et al., 2005). 
There are also differing levels of control that are allowed under the HTP: self-
government, transfer, integrated, and other. One of the major differences between these 
agreement types is the level of control that the First Nation has over the delivery of health care 
services. The most common agreements are transferred or integrated, with self-government 
agreements being less common (twenty-three communities Canada-wide, none of which are in 
Manitoba) (Transfer Status as of March 2008, n.d.) In a transfer model, a 3 to 5 year 
Contribution Agreement allows a community (or communities in the case of multi-community 
transfer agreements) to administer a number of programs in a flexible way that allows for the 
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prioritization of local needs (Lavoie et al., 2005). In addition, this funding can be carried over 
from one year to the next to be used to address local health priorities. An integrated model is 
similar with two important exceptions: first, communities can allocate funding according to their 
work plan and if they want to make changes must obtain permission from FNIHB; second, there 
is no allowance for the carryover of resources. These two differences lead to a decrease in the 
flexibility of the community to respond in a timely manner to changing priorities in the delivery 
of health services. 
Concerns have been raised regarding renegotiation; specifically, that renewal is not 
guaranteed and that funding becomes entrenched without room for renegotiation (Jacklin & 
Warry, 2004). An example comes from the experiences of the Wikwemikong Unceded Indian 
Reserve where when it came time to renegotiate, the only offer was a 3% increase aimed at wage 
increases with no option to expand services regardless of reports by Health Canada indicating 
increases in reserve population and rates of disease (Jacklin & Warry, 2004). Perhaps the most 
alarming factor in the renegotiation was the lack of reference to self-government and the lack of 
opportunity to renegotiate the terms of the contract, effectively removing the Wikwemikong 
people from the decision making process and forcing them to accept the externally dictated 
policy (Jacklin & Warry, 2004). Residents of the reserve felt that government did not understand 
local needs, failed to recognize the uniqueness of the community, and failed to provide funding 
in response to demonstrated need. This has led to feelings of disempowerment from a policy that 
was supposed to set the stage for self-determination (Jacklin & Warry, 2004). The transfer 
agreements include non-binding dispute resolution provisions that many feel are futile and those 
who have pursued dispute resolution have been left unsatisfied with the unilateral decisions 
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(Lavoie et al., 2005). Despite of all this, self-government agreements are proceeding. In 
Manitoba there are no communities that have finalized a self-government agreement; however, 
the Sioux Valley Dakota First Nation signed a comprehensive agreement in principle in 2001 
(Canada & Sioux Valley Dakota Nation, 2001). 
First Nations Regional Longitudinal Health Survey 
In 1994 Statistics Canada began three national longitudinal surveys which explicitly 
excluded First Nations peoples living on-reserve as well as Inuit Communities (RHS National 
Team, 2007). In 1996, the Assembly of First Nations Chiefs Committee on Health responded to 
this exclusion by mandating a First Nations health survey to be implemented across Canada; the 
First Nations and Inuit Regional Longitudinal Health Survey (FNIRLHS) was the result of this 
mandate. In 1997, the first survey took place and 14,008 surveys were collected in 186 First 
Nations and Inuit communities (FNIGC, n.d.). Eventually, the FNIRLHS became the First 
Nations Regional Longitudinal Health Survey when the Inuit opted for Inuit specific research 
and the survey is now commonly known as the RHS (RHS National Team, 2007). 
The RHS is the only national health survey that is designed, delivered and governed by 
First Nations. It is guided by a code of ethics central to which are the First Nations principles of 
Ownership, Control, Access, and Possession (OCAP). The RHS code of ethics (2007) defines 
these principles as follows: 
Ownership: The notion of ownership refers to the relationship of a First Nations 
community to its cultural knowledge/data/information. The principle states that a 
community or group owns information collectively in the same way that an individual 
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owns his or her personal information. It is distinct from stewardship or possession (see 
below). 
Control: The aspirations and rights of First Nations to maintain and regain control 
of all aspects of their lives and institutions include research and information. The 
principle of "control" asserts that First Nations, their communities and representative 
bodies are within their rights in seeking to control research and information management 
process which impact them. This includes all stages of research projects, and more 
broadly, research policy, resources, review processes, formulation of conceptual 
frameworks data management, and so on. 
Access: First Nations people must have access to information and data about 
themselves and their communities, regardless of where these are currently held. The 
principle also refers to the right of First Nations communities and organizations to 
manage and make decisions regarding access to their collective information. 
Possession: While "ownership" identifies the relationship between a people and 
their data in principle, the idea of "possession" or "stewardship" is more literal. Although 
not a condition of ownership, possession (of data) is a mechanism by which ownership 
can be asserted and protected. When data owned by one party are in the possession of 
another, there is a risk of breach or misuse. This is particularly important when trust is 
lacking between the owner and possessor. 
Phase one of the RHS occurred in 2002/2003 and made many improvements on the 1997 
pilot survey. The phase one iteration underwent an independent review by the Harvard Project on 
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American Indian Economic Development and was found to have high technical quality in 
sampling design, data collection, data analysis, and dissemination (Harvard, 2006). The 2008-
2010 iteration of the RHS was the second phase of the study and it underwent extensive revisions 
to deal with comparability, non-response, and redundant questions. New themes were added, and 
the adult survey included new questions regarding migration, food security, violence, care 
giving, depression, gambling, and new health indicators (FNIGC, 2011). 
Summary 
Inequalities in health status experienced by Manitoba First Nations are unnecessary and 
believed to stem partially from inadequate access to and utilization of PHC services. Investing in 
PHC services on-reserve has been suggested as a method to improve health outcomes and the 
HTP has provided a step in the right direction for this objective. Local community control over 
health services is also an area that is showing a lot of promise in making health services relevant 
and effective. Underfunding acts as a large barrier to both primary health care and education on 
reserves, this is particularly important because the two are intimately entwined with health 
human resources. This study will add to the literature by bringing in the opinions and views of 
First Nations people from Manitoba. 
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Chapter Three: Data and Methods 
The current literature illustrates the poor health outcomes experienced by First Nations 
people in Manitoba as well as identifies ways (i.e. investing in PHC services and increasing 
control of health services at the local level) to improve health outcomes. However, there is very 
little information within the literature indicating what First Nations perceive to be wrong with the 
system. This work begins to answer that question by assessing the barriers to health care services 
that are reported by First Nations people in Manitoba. 
The study was conducted using a retrospective, cross sectional design, utilizing 
previously gathered data collected at a single point in time. This method has multiple advantages 
in that several variables can be analyzed at the same time, a large sample size can be used and 
perhaps most important the pre collected data can be used saving the researcher time and money. 
Low costs and minimal time spent in data collection make the retrospective cross-sectional 
approach particularly useful given the time and resource constraints inherent in a Master's thesis. 
A cross sectional design has one major drawback in that due to exclusion of the time dimension, 
it is impossible to establish causality. However, even in the face of this limitation, the data 
presented here are useful in that they can provide evidence that either supports or detracts from 
theories developed with previous research, as well as provide direction for future research. 
Study Population 
The data that was analyzed in this study came from the First Nations Regional 
Longitudinal Health Survey (RHS). More specifically, the data analyzed was the 2008-2010 
Manitoba First Nations (MFN) subset of this nation-wide survey. The MFN RHS targeted 4527 
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people from 33 First Nations in Manitoba (there are 63 First Nations in Manitoba) and had a 
response rate of over 70%. The MFN RHS employed four different survey tools: adult, youth 
and child questionnaires, and a community survey. This study made use of the responses to the 
adult questionnaire and the community survey. The use of these two surveys gave a sample size 
of 1739 individuals. The individuals making up this sample represent the on-reserve population 
not only because they are drawn from over half of the First Nation in Manitoba, but also because 
they come from a diversity of both language backgrounds (e.g. Cree, Ojibway, Dene) and 
geography with First Nations from all throughout Manitoba. The First Nations that participated 
also represented diversity in their levels of remoteness and population size. There were 17 non­
isolated First Nations that participated and 16 isolated (made up of remote-isolated, semi-
isolated, and isolated) communities. Isolated and non-isolated First Nations had similar average 
populations of 1649 and 1694 respectively (INAC, 2011). Isolated communities showed a greater 
diversity in community size ranging from 113 to 5379 compared to non-isolated which ranged 
from 319 to 3681 (INAC, 2011). 
Table 2 
Community types and populations 
Isolation Number of First Average Population Minimum Population Maximum Population 
Nations 
Isolated (includes 16 1649 113 5379 
Remote- and Semi-
Isolated) 
Non-Isolated 17 1693 319 3681 
Source: Indian and Northern Affairs Canada (2011). 
26 
Data Collection 
Data used in this study was collected between July 2008 and March 2010 by local 
interviewers from each community. The interviewers were identified by First Nations Health 
Directors and the MFN RHS team and then trained to conduct survey interviews using computer-
assisted-personal-interviewing technology. Following collection the data was "cleaned" by 
validating against the consent database to ensure that participants had given informed consent. 
The data was weighted by RHS technicians to ensure that age group, sex, and community were 
in fact representative of the larger population. This was achieved by first, weighting individuals 
to the known population for their age/gender group within their community. Then community 
weighting was done with via a ratio of the number of communities within their stratum to the 
number of communities sampled in that stratum. Finally, they were weighted by the ratio of the 
stratum population for their age gender group to the stratum population estimated by applying 
the first two weights. The final overall weight was a product of those three stages. 
Variables of Interest 
The variables that this study analyzed were drawn from the Manitoba portion of the RHS 
and look specifically at the RHS Community Survey 08/10 and the RHS Adult Questionnaire 
08/10. Self-rated health was analyzed to determine its relationship with multiple barriers to 
access, community health care agreement type, and access to health care providers. Specific 
details of the variables are provided below. 
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Adult Questionnaire responses to the following questions were assessed: 
In general would you say that your health is: 
Excellent Fair 
Very Good Poor 
Good 
During the past 12 months, have you experienced any of the following barriers to receiving 
health care? 
Doctor or nurse not available in my area Could not afford direct cost of 
care/services 
Health facility not available in my area (e.g. 
nursing station or hospital) 
Could not afford transportation costs 
Waiting list is too long Could not afford childcare costs 
Unable to arrange transportation Felt health care provided was inadequate 
Difficulty in getting traditional care (e.g. 
healer, medicine person, or elder) 
Felt service was not culturally appropriate 
Not covered by Non-Insured Health Benefits 
(NIHB) 
Chose not to see heath care professional 
Prior approval of Non-Insured Health 
Benefits was denied 
Service was not available in my area 
Responses to the following questions from the Community Survey were also assessed in relation 
to self-rated health: 
Which of the following agreements is in place for healthcare in your First Nation? 
Self-Government agreement Multi-community Transfer 
Single-community Transfer Integrated Agreement 
Other 
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Does the First Nation have any of the following? 
Physicians stationed in the community every 
day 
Physicians visiting the community at least 
weekly 
Nurses stationed in the community every day Nurses visiting the community at least 
weekly 
Traditional healers stationed in the 
community 
Traditional healers visiting the community 
at least twice/year 
Dietician/nutritionist services 
Ethics Approval 
Due to the geographical location of this study ethics approval was sought from four 
separate ethics bodies. The University of Northern British Columbia Research Ethics Board, the 
Health Information Research Governance Committee (Assembly of Manitoba Chiefs), the Health 
Information Privacy Committee (Province of Manitoba) and the University of Manitoba 
Bannatyne Campus Research Ethics Board all gave ethical approval for this study. 
Objectives and Hypotheses 
The following questions about self-rated health were analyzed to inform the objectives of 
this study. 
1. Is there a difference in self-reported health between those who do and those who do not 
report transportation costs as a barrier to accessing health care? 
HI: People who reported transportation costs as a barrier to accessing health care will 
report lower health status. 
2. Is there a difference in self-reported health between those who do and those who do not 
report being denied prior approval for non-insured health benefits? 
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H2: People who were denied prior approval will report lower health status. 
3. Is there a difference in self-reported health between those who do and those who do not 
report that there is not a doctor or nurse available in their area? 
H3: People who report that a doctor or nurse is not available in their area will report 
lower health status. 
4. Is there a difference in self-reported health between those who do and those who do not 
report that a health facility is not available in their area? 
H4: People who report that a health facility is not available in their area will report lower 
health status. 
5. Is there a difference in self-reported health between those who do and those who do not 
report that waiting lists are too long? 
H5: People who report that waiting lists are too long will report lower health status. 
6. Is there a difference in self-reported health between those who do and those who do not 
report that they were unable to arrange transportation? 
H6: People who report that they were unable to arrange transportation (for health care) 
will report lower health status. 
7. Is there a difference in self-reported health between those who do and those who do not 
report difficulty getting traditional care (e.g. healer, medicine person, or elder)? 
H7: People who report difficulty getting traditional care will report lower health status. 
8. Is there a difference in self-reported health between those who do and those who do not 
report that service/supplies are not covered by Non-insured Health Benefits (NIHB)? 
H8: People who report that service/supplies are not covered by NIHB will report lower 
health status. 
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9. People who report that they could not afford direct cost of services will report lower 
health status. 
H9: People who report that they could not afford direct cost of services will report lower 
health status. 
10. Is there a difference in self-reported health between those who do and those who do not 
report that they could not afford child care costs? 
H10: People who report that they could not afford child care costs will report lower 
health status. 
11. Is there a difference in self-reported health between those who do and those who do not 
report that they felt the health care provided was inadequate? 
HI 1: People who report that they felt the health care provided was inadequate will report 
lower health status. 
12. Is there a difference in self-reported health between those who do and those who do not 
report that they felt the service was not culturally appropriate? 
HI2: People who report that they felt the service was not culturally appropriate will 
report lower health status. 
13. Is there a difference in self-reported health between those who do and those who do not 
report that they chose not to see a health professional? 
HI 3: People who report that they chose not to see a health professional will report lower 
health status. 
14. Is there a difference in self-reported health between those who do and those who do not 
report that the service they needed was not available in their area? 
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HI4: People who report that the service they needed was not available in their area will 
report lower health status. 
15. Does the availability of a doctor, nurse, dietician or traditional healer relate to self-rated 
health? 
HI 5: People with in communities with physicians stationed there every day are more 
likely to report a better health status. 
HI 6: People with in communities with physicians stationed there at least weekly are 
more likely to report a better health status. 
HI 7: People with access to nurses every day are more likely to report a better health 
status. 
HI8: People with access to a nurse at least weekly are more likely to report a better 
health status. 
HI9: People with access to traditional healers at least twice a year are more likely to 
report a better health status. 
H20: People from communities in which a traditional healer is stationed are more likely 
to report a better health status. 
H21: People from communities in which dietician/nutritionist services are available are 
more likely to report a better health status. 
16. Are there associations between different levels of local control over health care and self-
rated health? 
H22: Different types of health care control will result in different levels of reported-
health. 
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Statistical Analysis 
The hypotheses were tested using contingency tables which compared each of the barriers 
and community characteristics with self-rated health. A chi-square test of independence was 
conducted to determine which variables had a statistically significant (alpha of < .05) 
relationship (Table 3, Table 4). The chi-square analysis was chosen because it is a useful tool for 
analysing cross-tab data. Chi-square output was also desirable because further analysis indicates 
strength of association and which variables are contributing the most to statistical significance. 
The chi-square test has two important assumptions: first that the sample is randomly selected and 
second that all expected cell sizes are greater than 5. Potential participants for the survey were 
chosen based whether their name was on the membership list of the selected First Nation. Once 
potential participants were identified they were randomly selected from within their age/gender 
groups. The second assumption was met when SPSS outputs indicated that there were no 
expected cell sizes less than 5. Cramer's V, a measure of association ranging from 0 (no 
association) to 1 (perfect association), was also calculated to determine the level of association 
between variables. A Cramer's V score of less than 0.100 is considered weak, and further 
analysis of association was conducted only for variables with a Cramer's V of 0.100 or higher. 
Since Chi-square tests are omnibus, that is they test for a number of null hypotheses at the same 
time, further analysis of individual cells is needed to determine which variables are responsible 
for the association. Simply put Chi-square analysis does not tell us how much of a role different 
categories of self-rated health play in the association with the barrier. In order to better 
understand the relationship between the barriers and the specific ratings of health, adjusted 
residuals were calculated for each set of variables that had a Cramer's V greater than 0.100 
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(Appendix 1). Debate exists in the literature as to whether a Bonferroni correction needs to be 
applied when determining the significance of the adjusted residuals. MacDonald and Gardner 
(2000) make the case for utilizing a Bonferroni correction as a means of reducing the potential 
for a Type 1 error4 and acknowledge that this leads to a conservative experimentwise error rate. 
Opposed to this view is Davis (2001) who points out that as the Bonferroni correction reduces 
the probability of a Type I error, it also increases the probability of a Type II error. If the 
probability of a Type II error5 becomes too high real relationships will be missed. This increase 
in probability of Type II errors is just as unacceptable and has led some researchers to consider 
the use of a Bonferroni correction useless for hypothesis testing (Perneger, 1998). In light of this, 
a Bonferroni correction was not used in the calculation of adjusted residuals; rather, as per 
convention, any adjusted residual with an absolute value greater than 2 will be considered to 
indicate a significant relationship with the acknowledgement that there is the potential for a Type 
I error. 
Summary 
Data drawn from the 2008-2010 Manitoba RHS was used to answer questions around the 
relationship of self-rated health to reported barriers to access and select community 
characteristics, such as human resources and local control of health care services. These 
4 A Type I error occurs when the null hypothesis is rejected even though it was true (false rejection of null). 
5 A Type II error occurs when the null hypothesis is not rejected when it should be rejected (false acceptance of 
null). 
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relationships were assessed via Chi-square, Cramer's V, and adjusted residuals. Chi-square 
indicated whether there was a statistically significant relationship, Cramer's V informed the 
strength of the relationship, and the adjusted residuals indicated the specific variables that were 
contributing the most to the relationship. 
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Chapter Four: Results 
The relationship between self-rated health and barriers to access to care (HI-HI4) were 
assessed to determine whether there was any statistically significant relationship. The statistically 
significant relationships were then assessed for strength and specific relationships that were 
contributing the most of that strength. Following this, the relationship between self-rated health 
and community characteristics (H15-H22) were analyzed in the same manner. 
Findings 
As reported in Table 3, with the exception of choosing not to see a health professional 
X2(4,) = 3.883, p = .422, and affordability of child care costs x2(4,) = 1.415, p = .842, each of the 
barriers showed a statistically significant relationship with self-rated health. Feeling that care 
provided was inadequate (Cramer's V = 0.098, p = .005), being unable to arrange transportation 
for care (Cramer's V = 0.081, p = .029) and feeling that the wait list was too long (Cramer's V = 
0.094, p = .006) were all statistically significant in their relationship to self-reported health but 
had Cramer's V's of less than 0.100. This means that the level of association was very weak and 
as a result, the outcomes were not pursued for further analysis. 
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Table 3 
Statistical relationship between self-rated health and barriers to access to care 
Hypothesis Barrier Chi-square 
value 
p- Cramer's 
value V 
HI transportation costs 30.580 .000 .139 
H2 denied prior approval for non-insured health benefits 23.167 .000 .124 
H3 doctor or nurse not available in their area 23.519 .000 .120 
H4 health facility is not available in their area 16.293 .003 .100 
H5 waiting lists are too long 14.365 .006 .094 
H6 unable to arrange transportation 10.753 .029 .081 
H7 difficulty getting traditional care 21.442 .000 .118 
H8 service/supplies are not covered by non-insured health 
benefits 
24.449 .000 .127 
H9 could not afford direct cost of care/services 39.818 .000 .160 
H10 could not afford child care costs 1.415 .842 .030 
HI 1 felt the health care provided was inadequate 15.096 .005 .098 
HI2 felt the service was not culturally appropriate 36.201 .000 .156 
HI3 chose not to see a health professional 3.883 .422 .051 
H14 service they needed was not available in their area 15.552 .004 .102 
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The remaining barriers: transportation costs (Cramer's V = 0.139, p < .000), being denied 
prior approval for non-insured health benefits (Cramer's V = 0.124, p < .000), not having a 
doctor or nurse available (Cramer's V = 0.120, p < .000), not having a health facility available in 
their area (Cramer's V = 0.100, p = .003), difficulty getting traditional care (Cramer's V = 0.118, 
p < .000), services not being covered by non-insured health benefits (Cramer's V = 0.127, p < 
.000), not being able to afford direct costs of care (Cramer's V = 0.160, p < .000), feeling that 
services were not culturally appropriate (Cramer's V = 0.156, p < .000), and not having a needed 
service available in their area (Cramer's V = 0.102, p = .004) each had a small association with 
self-reported health (Table 3). In light of the low levels of associations found (Cramer's V 
ranging from 0.100-0.160) adjusted residuals (AR) were calculated to compare the observed and 
expected frequencies in each cell, in order to determine which specific cells were responsible for 
the association (Appendix 1). 
In the analysis of transportation costs association with self-reported health we found that 
the biggest contributor to the Chi-square value was those with poor health and very good health. 
People reporting transportation costs as a barrier were underrepresented in the very good health 
category (AR = -3.207)6. The negative value indicates that there are fewer people than expected 
in this cell, while the absolute value being greater than 2 indicates that this is significantly 
6 Please note that all AR values can be found in Appendices 1 and 2. 
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different than expected. People who reported not being able to afford transportation were found 
to be overrepresented in the poor health category (AR = 4.525) (Appendix 1). Conversely, those 
who did not report transportation costs as a barrier were underrepresented in the poor health 
category (AR = -4.524) and overrepresented in the very good health category (AR = 3.207) 
(Appendix 1). Overall, people who reported that they could not afford transportation to access 
health care were significantly overrepresented in poor health and significantly underrepresented 
in very good health. 
The significant difference between those reporting that prior approval for NIHB services 
was a barrier to accessing health care was in the numbers reporting fair and poor health. Those 
who reported the barrier were overrepresented in the fair (AR = 2.891) and poor health 
categories (AR = 3.362) and those who did not report the barrier had fewer cases of fair (AR = -
2.892) and poor health (AR = -3.368). 
Those reporting that a doctor or nurse was not available in their area were significantly 
less than expected in excellent (AR=-2.797) and good health (AR = -2.480) and higher than 
expected in fair (AR = 2.027) and poor health (AR = 2.990). Conversely, those who did not 
report the barrier reported significantly higher than expected excellent (AR = 2.795) and good 
health (AR = 2.480) and significantly lower than expected fair (AR= -2.067) and poor health 
(AR = -2.990) (Appendix 1). 
People from communities where health facilities were not available were significantly 
higher than expected in poor health (AR = 3.017), while those who did not report the barrier 
were significantly fewer than expected in poor health (AR = -3.020) (Appendix 1). 
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The group that reported difficulty accessing traditional care (e.g. healer, medicine person, 
elder) was significantly higher than expected in fair (AR = 2.673) and poor health (AR =3.319) 
and significantly lower than expected in good health (AR = - 2.449) (Appendix 1). 
Those who reported not being covered by NIHB showed a similar trend, being 
significantly higher than expected in fair (AR = 2.563) and poor health (AR = 3.795) and 
significantly lower in very good health (AR = -2.026) (Appendix 1). 
Those who could not afford direct costs of care or services had significantly higher than 
expected poor health (AR = 5.674) and significantly lower than expected very good health (AR = 
-2.389), while those who did not report the barrier were significantly higher than expected in 
very good health (AR = 2.389) and significantly lower than expected in poor health (AR = -
5.665) (Appendix 1). 
Those who felt that service that was not culturally appropriate was a barrier to accessing 
health care were also significantly higher than expected in fair (AR = 2.889) and poor health (AR 
= 4.736) and significantly fewer than expected in excellent (AR = -2.106) and good health (AR = 
-2.538) (Appendix 1). Those who did not report this barrier were significantly higher than 
expected in good health (AR = 2.538) and significantly lower in fair (AR = -2.887) and poor 
health (AR = -4.727) (Appendix 1). People who reported that service was not available in their 
area were significantly higher than expected in poor health (AR = 3.667) while those who did not 
face this barrier were significantly less than expected in poor health (AR = -3.666) (Appendix 1). 
Community characteristics were also analyzed in conjunction with self-reported health to 
determine whether any significant associations were present (Table 4). There was no significant 
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relationship between self-rated health and any of the following community characteristics: 
physicians being stationed in the community every day (p=.369), nurses visiting the community 
at least weekly (p=.594), and having traditional healers stationed in a community every day 
(p=.8195) (Table 4). However, physicians visiting the community at least weekly (p=.002), 
nurses stationed in the community every day (p<.001), traditional healers visiting the community 
at least twice yearly (p=.005), having dietician/nutritionist services (p=.041), and the type of 
health agreement in place (p< 001), were all significantly related to self-rated health (Table 4). 
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Table 4 
Statistical relationship between self-rated health and community characteristics 
Hypothesis Community Characteristic Chi-square value p-value Cramer's V 
H15 Physicians are stationed in community 
every day 
4.28 .369 .0519 
H16 Physicians visiting the community at least 
weekly 
16.613 .002 .098 
H17 Nurses stationed in the community every 
day 
29.635 .000 .131 
H18 Nurses visiting the community at least 
weekly 
2.79 .594 .0419 
H19 Traditional healers visiting the community 
at least twice/year 
14.88 .005 .1026 
H20 Traditional healers stationed in the 
community 
1.54 .8195 .0314 
H21 Dietician/nutritionist services 9.958 .041 .077 
H22 Type of agreement in place for First Nation 
(all types) 
30.71 .000 .107 
Again taking into account Cramer's V even though the above variables were significantly 
related to self-rated health, the following had Cramer's V values less than 0.100: physicians 
visiting the community at least weekly (Cramer's V = 0.098, p = .002), traditional healers 
stationed in the community (Cramer's V = 0.031, p = .005) and dietician/nutritionist services 
(Cramer's V = 0.077, p = .041) (Table 4). These community characteristics were not considered 
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for further analysis. The remaining community characteristics, nurses stationed in the community 
every day (Cramer's V = 0.131, p < .000), traditional healers visiting the community at least 
twice yearly (Cramer's V = 0.103, p = .005) and the type of heath agreement (Cramer's V = 
0.107, p < .000) each had a Cramer's V greater than 0.100 and adjusted residuals were calculated 
to determine which specific variables were contributing to the significant difference (Table 4). 
Analysis of the adjusted residuals shows that there were significantly higher than 
expected numbers of people reporting fair (AR = 3.852) and poor health (AR = 2.764) in 
communities that did not have a nurse stationed there every day. Furthermore people from these 
communities reported significantly lower than expected levels of excellent (AR = -2.874) and 
very good health (AR = -2.011) (Appendix 2). In communities that had nurses stationed there 
every day the opposite was true with significantly higher than expected numbers of people 
reporting very good (AR = 2.012) and excellent health (AR = 2.873) and lower than expected 
numbers of people reporting fair (AR = -3.850) and poor health (AR = -2.766) (Appendix 2). 
In communities with traditional healers visiting at least twice annually, significantly more 
than expected people rated their health as poor (AR = 3.118) and communities that did not have 
this characteristic reported significantly fewer than expected cases of poor health (Appendix 2). 
The final relationship to be analyzed was between level of community control and self-
rated health. People from communities that had a transfer agreement in place reported excellent 
health at significantly higher than expected numbers (AR = 2.966) (Appendix 2). Communities 
with an integrated agreement had significantly higher than expected levels of fair (AR = 2.042) 
and poor health (AR = 2.152) and significantly lower than expected levels of excellent health 
(AR = -2.712) (Appendix 2). People residing in communities that had other agreements reported 
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significantly higher than expected good health (AR = 3.240) and significantly lower than 
expected poor health (AR = -3.052) (Appendix 2). 
Summary 
With the exceptions of child care costs and choosing not to see a health care professional, 
all of the barriers to accessing health care were significantly related to self-rated health. 
Transportation costs, being denied prior approval for NIHB, not having a doctor or nurse 
available in their area, not having a health facility available in their area, difficulty getting 
traditional care, service/supplies are not being covered by NIHB, being unable to afford direct 
cost of care/services, feeling health care provided was inadequate, and not having the service 
needed in their area were all found to have a strong enough relationship to self-rated health to 
warrant further analysis. 
Physicians visiting the community at least weekly, having nurses stationed in the 
community every day, having traditional healers visiting the community at least twice/year, 
availability of dietician/nutritionist services, and the type of health agreement in place for the 
First Nation were all significantly related to self-rated health. Of these relationships nurses 
stationed in the community every day, traditional healers visiting the community at least twice 
yearly, and the type of heath agreement each had a strong enough relationship to warrant analysis 
of the specific factors contributing to the relationship. 
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Chapter Five: Discussion of the Findings 
The main purpose of this study was to identify the current state of PHC in First Nations 
communities in Manitoba as well as determine what the next steps forward should be in trying to 
gain better health outcomes. The literature review provided suggestions for more investment in 
PHC services on-reserve as well as shifting more control to the local community level. The 
results of this study can be organized into four main topics: funding, resource availability, 
culturally appropriate care, and community control. Due to the low levels of association found in 
the analysis, the relationships are compared to the wider literature to determine whether they are 
consistent with previous findings. 
Funding 
Transportation costs, direct costs of care/services, being denied for prior approval for 
NIHB, and "not covered by NIHB," were each significantly related to higher than expected 
levels of fair and/or poor health. All except prior approval were also significantly related to 
lower than expected levels of very good health. Taken together these barriers indicate that 
funding health care is a very real challenge for many First Nations. 
Underfunding is not something novel to First Nations health care in Manitoba. In fact 
many areas of social services ranging from education, to housing, to health are chronically 
underfunded. Lavoie, Forget and O'Neil (2007) reported that the earlier a First Nation entered 
into a transfer agreement, the less funding they had in relation to their responsibilities. This is 
attributed to the levels of funding being based on historical expenditures that became entrenched 
once an agreement is signed. The funding levels also do not take into account the rapidly 
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expanding populations in First Nations communities or the ever-changing landscape of health 
care needs. As we will see below, the Assembly of Manitoba Chiefs also has reported that 
education on reserves is severely underfunded relative to provincial counterparts. The 
implications of this underfunding are discussed below in relation to the development of human 
capital and a workforce that can meet the health care needs of First Nations. 
Human Resource and Facility Availability 
The results of this study pertaining to resources can be broken down into two themes, 
staffing and facilities. People who reported that there was no health care facility available in their 
area also reported higher than expected levels of poor health. Similarly, people who reported that 
a health care service (non-specific) was not available in their area also reported higher than 
expected level of poor health, when compared with people who did not cite this particular 
barrier. The fact that people were reporting that a health facility was not available in their area 
may be a bit misleading, since each community that participated in the Manitoba portion of the 
survey has at least some sort of facility. What this question may have been capturing is the fact 
that these facilities were not sufficient to provide the required level of care. 
With regards to staffing, those who reported that a nurse or doctor was not available also 
reported higher than expected levels of fair and poor health in conjunction with lower than 
expected excellent and good health. Higher than expected levels of poor health were also found 
when people reported that they had difficulty accessing traditional care as well as when they 
reported low visitation rates of traditional healers to the community. Not surprisingly, when 
nurses are stationed in the community more people are reporting excellent and very good health 
with the corresponding low reporting of fair and poor health. 
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The difficulties associated with recruitment and retention of health care professionals to 
work in rural and remote locations has received much attention in Canada (Aylward, Gaudine, 
Bennett, 2011; Pitbaldo & Pong, 1999). Commonly cited reasons for not wanting to work in rural 
areas are: lack of family ties in the area, limited employment opportunities for spouses, lack of 
services, diminishing populations, decreased opportunity for professional development, attitudes 
towards rurality, and excessive workloads that often accompany the shortage of health care 
professionals. Many First Nations in Manitoba are located in what can be considered to be rural 
and remote locations and the issue of recruitment and retention is also a barrier to accessing 
health care in First Nations communities. The solution then is to determine what factors 
contribute to health care providers wanting to live and work in these communities. 
Another issue that faces many smaller communities is economies of scale. Within the 
context of providing care for a small community (e.g. population = 131) it becomes impossible 
to employ a health care professional full time. There is no easy solution to this; however, one 
approach being taken is the formation of partnerships between First Nations that are located near 
to each other. Such a partnership can allow for full-time positions in which the health care 
worker serves multiple communities and travels between them. Unfortunately, this solution does 
not work for all communities as some are so remote and small that it becomes impossible to have 
full time health care provided. 
Manahan and Lavoie (2008) report that job satisfaction, opportunities for children and 
spouses to access education, employment, and recreational activities all play major roles in 
whether a nurse will stay in a rural practice. The authors recommend that to increase retention of 
nurses the work environment should include opportunities for autonomy, task variety, peer-
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support and stress management mechanisms. Cameron, Este and Worthington (2010) reported 
that there were a number of factors that made physicians want to practice in rural Alberta, among 
them were connection and active support. Connection was defined as having a sense of 
belonging and integration into the community and active support was referring to community 
mobilization to assist the medical community via fundraising, volunteering, political advocacy, 
and befriending physicians and their families. Miedema (2009) also reported that in New 
Brunswick one of the benefits cited by rural physicians was getting to know the patients and their 
families well. It was also reported that physicians who grew up in rural areas were more likely to 
report that the benefits of practicing in a rural community offset the disadvantages. For Manitoba 
First Nations this means that the expansion of the First Nations health services workforce could 
be particularly useful in addressing recruitment and retention issues. The development of this 
workforce will also help in dealing with the next issue of culture. 
Culturally Appropriate Care 
Having a traditional healer in the community every day was not significantly related to 
self-reported health. Having a traditional healer visit the community at least twice per year was 
significantly associated with elevated rates of poor health. At first one might assume that 
accessing care through a traditional healer may be detrimental to one's health. However, people 
who reported difficulty accessing traditional care also reported significantly higher than expected 
levels of fair and poor health; in addition, they reported significantly lower than expected levels 
of good health. Taken together these findings give a picture of what might be happening. If a 
community has access to a traditional healer as little as two times per year this could easily fit the 
description of "difficulty accessing traditional care." Thus it seems that both questions are asking 
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a very similar question and arriving at essentially the same answer. Not having access to 
traditional care was associated with poor health so one would expect to find an association 
between regular access to traditional healers and good health. In fact no such association was 
found. One reason for not finding this link might be due to the way the questions were presented 
within the survey itself. In the RHS Community Survey a traditional healer was not defined and 
there may be some confusion as to what constitutes a traditional healer. The Adult Questionnaire 
addressed traditional care on an individual basis by asking whether people had experienced 
difficulty getting access to traditional care in the last 12 months. The AQ gives the examples of 
healer, medicine person, or elder as routes to accessing traditional care. Presumably people 
answering this question had to decide for themselves what constitutes traditional care and a wide 
variety of potential answers may have come to mind (Waldrum, Herring, & Young, 2007). For 
example, two people from the same community may have different interpretations of what 
constitutes traditional care and therefore, answered the same question differently. Essentially, 
this negates the ability of the question to act as a descriptor of a community characteristic. 
Opposed to this, when respondents are asked about nurses being stationed in a community there 
is no ambiguity about what a nurse is and whether or not they are stationed within the 
community. The lack of a significant relationship between traditional healers stationed in the 
community and self-rated health may then be due to the use of multiple poorly-defined questions 
all targeting the same variable. The discussion of what constitutes traditional care and a 
traditional healer are well beyond the scope of this study and no attempt will be made to define 
either. 
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The variable that had one of the strongest relationships to self-rated health was whether 
or not the person felt their health care service was culturally appropriate. Those who reported 
that their care was not culturally appropriate reported significantly higher than expected levels of 
fair and poor health and significantly lower than expected levels of excellent and good health. 
Conversely, those who did not report this barrier reported significantly higher than expected 
levels of good health and significantly lower than expected levels of fair and poor health. 
Culturally appropriate care is important if the medical community is going to gain the 
trust of First Nations people. One study found that First Nations women's encounters with 
mainstream health care services could be classified as either invalidating or affirming encounters 
(Browne & Fiske, 2001). The main themes within invalidating encounters were: being dismissed 
by health care providers, having to transform one's self to gain credibility, facing negative 
stereotypes, being marginalized by the mainstream (e.g. sense of being outside of the health care 
system), having sense of vulnerability, and facing a lack of understanding about personal 
circumstances (Browne & Fiske, 2001). Alternatively, First Nations women also had some 
affirming encounters such as: being an active participant in their health care decisions, 
encountering health care providers who gave exceptional care, having their personal and cultural 
identity affirmed, and being able to form positive, lasting relationships with health care providers 
(Browne & Fiske, 2001). Browne and Fiske point out that these positive encounters are what 
most people in mainstream society would expect to encounter, but that in the context of a First 
Nations woman, these encounters mean much more: "they represent unexpected exceptions to 
the ubiquitous form of racism and discrimination that shape women's everyday social 
experiences" (pi43). 
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Unfortunately, as indicated by the findings of the current study, care is not often being 
provided in a way that is culturally appropriate. There are however, ways in which the issue can 
be addressed. One way that is recommended by Browne and Fiske (2001) is using cultural safety 
as an analytical lens through which health care providers can question their assumptions and 
better place First Nations peoples' health concerns within a proper context that takes into account 
the various factors that make the person who they are. 
Another way in which culturally appropriate care can be approached is through the 
development of the First Nations health care workforce. Due to the low rates of high school 
graduation this will not be an easy task, but the effects beyond the immediate benefits of cultural 
safety provide all the more reason to invest in education. Recruitment and retention of qualified 
health professionals is difficult for many First Nations and some of the factors (e.g. lack of 
family ties) that lead health professionals to not want to practice in this setting do not have the 
same effect for people who have grown up in and are a part of the community. Additionally, 
having an expanded First Nations workforce has positive implications for the local economy. 
Community Control 
The analysis of community control over health care services and delivery showed some 
intuitive results. The RHS survey included self-government as one of the health agreement 
options and many people selected it as being representative of the agreement in their community. 
This group of people was included with those indicating a transfer agreement for reasons already 
discussed, and it was found that First Nations people coming from a community with a 
transfer/self-government agreement had higher than expected levels of excellent health. An 
opposite pattern of health is seen in First Nations that have an integrated agreement, where lower 
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than expected levels of excellent health and higher than expected levels of fair and poor health 
were reported. This local control allows for better long term planning and increased ability for 
timely responsiveness to changing health priorities (Lavoie et al., 2005). 
People accessing services in an integrated agreement community showed significantly 
lower than expected levels of excellent health and significantly higher than expected levels of 
fair and poor health. One of the main reasons for this may be the limited flexibility to respond to 
changing health care priorities. Furthermore, the inability to roll surplus funds over into the next 
year for locally identified priority health services decreases the ability of the community to 
respond adequately to health care needs. Another potential contributor to the differences in 
health between communities with more and less control is the added employment opportunities 
that come with having a greater amount of health care delivery to administer. Communities with 
greater local control have been found to be more likely to indicate that signing a transfer 
agreement led to an increase in employment opportunities and in workforce stability. This is not 
to say that integrated communities did not experience this as well, they did, just not to the same 
extent (Lavoie et al. 2005). 
As a whole, the findings on the relationship point towards better than expected health 
when communities have greater levels of control. Of course it cannot be claimed from this study 
that more control causes better health, given that this data is cross-sectional. The opposite could 
also be argued, that better health contributes to the ability for a community to gain more control 
over their health care resources. Each of these possibilities is plausible; however, at present there 
is not enough evidence to convincingly support either theory. 
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In their 2003 Working Paper Series, Cornell and Kalt wrote about the link between self-
government and service delivery. The research was not health specific, but rather looked at 
economic development, self-government and service delivery together. Despite not being a 
health-centric analysis, the findings are still relevant to the current discussion. The conclusion 
reached was that there are three different factors that were linked to development success: 
practical self-rule, capable governing institutions, and cultural match. 
Practical self-rule (First Nations control over First Nations affairs) was concluded to be 
necessary, yet not sufficient for sustained economic development. The authors state that they 
have yet to find a case of a Canadian First Nation or an American Indian nation that 
demonstrated "sustained, positive economic performance in which somebody other than the 
Indian nation itself is making the major decisions about governing institutions, governmental 
policy, development strategy, resource allocation and use, internal affairs and related matters" 
(Cornell & Kalt, 2003, p. 13). The authors explain that when First Nations are able to move 
outsiders from the role of decision makers to the role of resource providers, and then take over 
the role of decision makers, several things happen that are conducive to successful development. 
In particular, self-rule promotes citizen engagement, locates the development agenda in local 
hands, and finally creates a link between decisions and the resultant consequences. 
Capable governing institutions were cited as a second key to development success. In 
order to have a capable governing institution there needs to be dispute-resolution mechanisms 
that are non-politicized, the eradication of corrupt practices, opposition to opportunistic behavior 
on the part of politicians, development of efficient decision-making mechanisms, and the 
adoption of policies that are developed by the First Nation (Cornell & Kalt, 2003). The 
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competence of these governing institutions is important mainly for the people served by them, 
but is also important for the development of nation to nation relationships as well as with 
potential investors. Within the wider Canadian population support for First Nations self-
government was found to be lowest in the Alberta, Saskatchewan and Manitoba (Martin & 
Adams, 2000). Many capable governing institutions already exist and the development of more, 
in addition to the maintenance of those currently in place, will serve to change public opinion for 
the better and put First Nations in a place where they can better negotiate with other nations and 
attract investors to develop sustainable economies. 
Cultural match is defined by Cornell and Kalt (2003) as the fit between the governance 
institution and the local conception of how authority should be organized. This means that the 
governance institution needs to be in synch with the First Nations historical and contemporary 
conception of governance. In recent history and still today Canadian government has designed 
and imposed euro-centric policies that are not in line with the culture of many First Nations. 
Most of these policies were not developed with the concept of a nation to nation relationship and 
as such are often doomed to fail (Cornell & Kalt, 2003). 
Other studies have looked at the relationship between self-government and health. 
Specifically, suicide, a major contributor to low life-expectancy, and ambulatory care sensitive 
conditions, indicators of primary health care, were analyzed in their relationship to self-
government and local control. 
In 1998, Chandler and Lalonde analyzed the relationship between a variety of factors 
meant to approximate cultural continuity and the rates of youth suicide within communities that 
had and did not have these indicators. The indicators included: land claims, defined as the 
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community having taken steps towards securing traditional territory; self-government, defined as 
having been successful in gaining economic and political independence within their territory; 
education services, dependent on whether a majority of students attended a band school; police 
and fire services, defined by whether or not the band had substantial control over the services; 
health services, defined broadly by either having some measure of local control or not; and 
cultural facilities, which was broadly defined as a facility designated for cultural use. Of these 
indicators self-government was the best predictor of low suicide rates within the community. 
Another more recent study that provides even greater support for the link between self-
government and good health, found that the longer a First Nation had control (at the transfer 
level) over their health services, the lower the rate of hospitalizations for ambulatory care 
sensitive conditions (Lavoie, 2010). The study assessed what happened in the years following the 
signing of an agreement (transfer and integrated as a single cluster) and found that the rate of 
hospitalization for ACSCs decreased each year. The researchers then took the study one step 
further and compared transferred and integrated communities; they found that the annual 
decrease in ACSC hospitalizations was attributable to the transferred communities and that 
integrated communities did not show a significant decrease in ACSC hospitalization rates. 
Additionally, this study found that having increased local access to primary health care was also 
associated with lower rates of hospitalization for ACSCs. 
At the time of writing there are multiple First Nations in the process of negotiating self-
government agreements as well as some communities that have already entered into self-
government agreements. Using the ACSC method used by Lavoie and colleagues (2011) one 
could take a retrospective look at hospitalizations for ACSCs among people accessing their 
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primary health care in these communities. Alternatively, baselines could be measured in the 
communities that are currently in the negotiation phase and then a prospective analysis of 
reported health and reported barriers to accessing health care could be undertaken to determine 
whether any changes take place following the negotiation of a self-government agreement. In 
fact, this second analysis method is already underway via the RHS which has been monitoring a 
number of the First Nations throughout Canada that are in the process of negotiating self-
government agreements. Now would be the ideal time for identifying any specific questions that 
could be included in the RHS specific to these communities so that data collection can better 
serve the needs of First Nations representatives and policy makers. In terms of the literature, it 
would be useful to continue to closely monitor the relationship between self-rated health and 
community control of health services. This further investigation would be very useful in 
distinguishing whether healthy communities are simply better able to negotiate a self-
government agreement or whether having control over health services is in fact leading to 
improved health outcomes. 
Limitations 
Post-hoc analysis of the Chi-square tests of independence consisted of calculating the 
adjusted residuals and regarding any absolute value greater than 2 as significant. Caution should 
be applied when interpreting these numbers as no Bonferroni correction was used. The rationale 
for not using the Bonferroni correction was that the test becomes so conservative in its attempt to 
reduce Type I errors that it loses power and would increase the likelihood of committing a Type 
II error. This choice was made in light of: the literature, which provided arguments for and 
against the use of a Bonferroni correction and the severity of making a Type I error relative to 
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making a Type II error. The literature was unable to provide a convincing argument for the use 
of Bonferroni and several peer-reviewed journal articles did not show any indication of using a 
Bonferroni correction during residual analysis (Busca, Moras, Pena & Rodriguez-Jimenez, 2011; 
Fassoulaki, Paraskeva, Papilas & Karabinis, 2000). Making a Type I error during the residual 
analysis would result in identifying an association when it does not exist in reality, whereas 
making a Type II error would mean missing an association that truly does exist. Ultimately, the 
adjusted residuals are only being used to give a picture of directionality and overall, each of the 
barriers is pointing towards the same thing, a lower health status. Even if a few of these 
relationships are spurious it would not detract from the overall direction that the results are 
pointing. If the relationships in the individual cells are deemed important on their own, future 
studies of the relationship will be able to provide evidence that either supports or detracts from 
the results of this study. The implications of making at type II error means that variables that are 
in fact related to the health-status of First Nations people could be missed and as a result future 
studies will be more likely to overlook these variables. Making a type I error, however, does not 
have the same issue since replication of the study and further analysis into these variables will 
eventually root out any spurious relationships. For the purposes of this study, the individual 
relationships are not important, but rather the whole picture that they paint. Having taken the risk 
of making type II, errors the findings presented here should be considered in light of the 
possibility that some of the relationships may in fact be spurious. Given the high likelihood that 
at least some of these findings may be spurious, results should be considered in light of the wider 
literature and more credence given to studies that employed more robust statistical analysis. 
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Another methodological limitation, that has implications for the interpretation of these 
results, is the use Chi-square as the main form of analysis. Chi-square does not enable the user to 
control for outside factors that may be confounding the relationships. For example, the finding 
that not being able to afford transportation for medical care is related to elevated rates of poor 
health, may be confounded by the fact that the analysis did not control for socioeconomic status 
or degree of remoteness. This lack of control does not invalidate the results, just the level of 
specificity we can apply in our interpretation. That is we would be wrong to claim, based on this 
study alone, that transportation costs are cause for poor health; however, I think that it is safe to 
claim that financial barriers are playing a role in poor health outcomes. If future studies want to 
look at the extent to which specific factors are contributing to health status, the employment of a 
multiple logistic regression would be a useful method. 
Another of the limitations of using data that has been previously gathered and that is only 
available in a secure facility out of province is that the data could only be accessed once and for 
a limited period of time. Analytical methods had to be predetermined before the trip and 
modified once the data were actually available. Additional questions that arose out of the results 
which might have been further pursued were left unexplored. 
Limitations also arose due to some of the survey questions that had some level of 
ambiguity, making the interpretation of results difficult. The definitions of traditional care and 
traditional healers were unclear and broad. To improve in the next iteration of the survey it 
would be useful to have greater specificity as to what is meant by traditional care or traditional 
healer. The improved specificity would be useful to local health care administrators when they 
58 
are deciding which programs to implement. It is beyond the scope of this study to make any 
recommendations as to how to define or categorize traditional care or traditional healers. 
The finding on nurses being stationed in the community every day, although useful, does 
not provide a totally clear picture. The question fails to take into account the scope of practice of 
the nurse. For example, if community A has a nursing station and community B has a health 
office, both will have nurses available, but the nurse at the nursing station will have a greater 
scope of practice than the nurse at the health office. It is possible that the effects of the nurses 
with expanded scopes of practice are being diluted in the present method of collection. 
The use of the term self-government when asking what type of health agreement is very 
useful in the national survey; however, regionally there are no self-government agreements in 
place within Manitoba. Since there were some people who indicated that their community was 
under a self-government agreement, their responses were assessed in the same pool as transferred 
communities. There is currently one First Nation in Manitoba that is in self-government 
negotiations and it has a transfer agreement in place. It is not unreasonable to believe that many 
of the people who reported self-government were from this and other transferred communities. 
The data used in this study was cross sectional so no form of temporality can be claimed. 
Also, this study was based on data collected from the adult on-reserve population of First 
Nations in Manitoba. As such, the statistics may not have generalizability to other populations 
such as children and youth, or those living not living on reserves. 
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Summary 
The findings of this study in combination with the literature highlight several issues to 
consider during development of stronger primary health care systems in First Nations 
communities. There is underfunding of both primary health care and education, which is 
resulting in lower health and educational attainment. Improving the funding system so that it 
reflects need rather than historical expenditure, will help to meet the immediate health care needs 
of First Nations communities as well as aid in the development of a larger First Nations health 
care workforce. This First Nations workforce will be well equipped to provide care that is 
culturally appropriate and consistent and may help to decrease the need for the often inconsistent 
health care workforce that is not in tune with First Nations cultures and needs. These findings 
also highlight the need to continue to explore the role of local control over health care services. 
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Chapter Six: Conclusion 
The purpose of this study was to assess the current state of PHC on First Nations reserves 
in Manitoba and to identify some of the next steps towards improving health outcomes for 
people living on-reserve. The literature indicated that, in general, First Nations people have 
poorer access to primary health care than other Canadians. The findings indicate that this is a 
result of many things including underfunding, remoteness of some communities, difficulty with 
recruiting and retaining health care workers, and a lack of culturally appropriate care. 
This study analysed data from the RHS in order to bring the experiences and perspectives 
of First Nations people to the process of determining the best approach to improving health 
outcomes of First Nations people in Manitoba. The analysis led to the findings that there are 
multiple barriers to accessing primary health care services. These reported barriers were 
classified into four themes: funding, resource availability, culturally appropriate care, and 
community control. This study demonstrated that people with poorer self-rated health are 
experiencing financial barriers to accessing health services. Specifically, people with low self-
rated health were more likely to also report being unable to afford transportation and direct costs 
associated with health care. This group of people also reported obtaining the approval process for 
NIHBs was a barrier to receiving care. 
Lack of human resources (i.e. nurses/physicians), insufficient health facilities, and lack of 
health service availability at a local level were also found to be significantly related to poorer 
health outcomes. Lack of access to culturally appropriate care, traditional healers, and traditional 
care were all significantly associated with poorer health outcomes. Finally, lower levels of local 
control over health service delivery was significantly related to poorer health outcomes. 
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Implications 
In the discussion recommendations from other studies state that in the short term these 
barriers can be addressed via the implementation of funding models that take into account 
population growth, recruitment and retention incentives, the changing health profiles of First 
Nations, and the need for expansion of services. In addition to this, an expansion of the scope of 
practice that nurses are allowed to provide in communities has potential to show immediate 
benefits. In conjunction with an expanded scope of practice, education of all health care workers 
regarding cultural safety and sensitivity will serve to reduce some of the reported barriers arising 
from cultural insensitivity. It would also be useful for better understanding the relationships 
between health care barriers and health status if RHS data could be linked with outside health 
data-bases. Specifically, an assessment of the relationship of ACSCs and access barriers, could 
be facilitated via the linkage of RHS Manitoba data with ACSC data collected by the Manitoba 
Center for Health Policy. This research would provide a clearer picture of which barriers are 
leading to poor health outcomes, and appropriate policy responses could be made. 
In the long term, improvement of on-reserve primary health care services is going to 
require a significant change from the status quo. The expansion of the First Nations health 
services workforce has the potential to address some of the recruitment and retention issues 
unique to First Nations communities, cultural sensitivity issues, and to some extent funding 
issues, via the improvement of on-reserve economies. Many university level support systems are 
in place for First Nations students to help with the transition to what is often a foreign world. 
There is however, one very large obstacle in the way of developing this workforce: only about 
half of First Nations youth are graduating from high school and thus the potential group of 
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university students is drastically reduced. Underfunding of on-reserve education needs to be 
addressed immediately so that students can be successful and have a positive educational 
experience. Improved access to education also has implications beyond health care. The 
development of sufficient capacity, needed to run and deliver many types of programs, will be 
greatly supported by an increase in the number of people attaining post-secondary education. As 
capacity increases delivery of services will improve in all sectors. 
Although this study was only able to find a modest association between local control and 
good health outcomes a potentially effective long-term strategy for improving primary health 
care on-reserve is increasing the level of local control over the delivery. Increasing the level of 
local control over local affairs and decreasing the level of control by outside entities (i.e. the 
transformation of the Federal government from decision maker into a resource role), will enable 
First Nations to develop and implement culturally relevant solutions to local priorities. These 
locally developed strategies and programs could work much more effectively than the current 
method of developing policies and programs from a top-down outside source. Additionally, a 
self-government approach to education will also allow for the development of strategies that 
address locally determined priorities and as a result improve the educational experience of First 
Nations students. Increased education and the resultant development of capacity will contribute 
to increasing the ability of a First Nation to self-govern and provide high quality relevant 
services. 
Ultimately, a greater level of control at the local level warrants further exploration as a 
potentially effective method for improving the ability of administrators to react to the dynamic 
ever-changing needs of the people accessing health care within their community. Over the long 
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term this approach has the potential to be both effective and efficient in that self-government 
may lead to a better health status of First Nations in Manitoba and this better health status can 
translate into a reduction of the need for expensive hospitalizations. The solution to better 
primary health care services will not come from a government office or the ivory tower of 
academia, but rather it will develop on the front lines of health care patients and practitioners. 
Our job then as researchers and informers of policy is to support a system that fosters the ability 
of First Nations to determine what is needed in their community and the manner in which they 
will respond. 
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Appendix 1: Adjusted Residuals for Barriers and Community Characteristics 
Adjusted residual analysis of barriers/community characteristics in relation to self-rated health. 
Did you 
experience 
the 
following? 
Answer Excellent Very Good Good Fair Poor 
Could not 
afford 
transportation 
yes 
no 
-1.69484 -3.20692 0.705553 1.277284 4.525121 
1.696351 3.206655 -0.70557 -1.27676 -4.52378 
Prior 
approval 
denied 
yes 
no 
1.434 
1.433 
-1.832 
1.832 
1.496 
1.495 
2.891 3.362 
-2.892 -3.368 
Doctor or 
nurse not 
available 
yes 
no 
-2.797 
2.795 
1.135 
-1.135 
-2.480 
2.480 
2.027 
-2.027 
2.990 
-2.990 
Facility not in yes 
area 
no 
-1.553 
1.554 
0.111 
-0.111 
-2.157 
2.156 
1.777 
-1.778 
3.017 
-3.020 
Difficulty 
accessing 
traditional 
care 
yes 
no 
-1.059 
1.059 
-0.856 
0.856 
-2.449 
2.450 
2.673 3.319 
-2.675 -3.313 
Services not 
covered by 
NIHB 
yes 
no 
-1.255 
1.257 
-2.026 
2.026 
-1.438 
1.439 
2.564 3.795 
-2.564 -3.797 
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Could not yes -1.399 -2.389 -1.423 1.912 5.674 
afford direct 
costs 
no 1.398 2.389 1.423 -1.911 -5.665 
Felt services yes -2.106 -0.932 -2.538 2.889 4.736 
was not 
culturally 
appropriate 
area 
annually 
no 1.877 0.932 2.538 -2.887 -4.727 
Services not yes -1.627 0.028 -1.042 0.241 3.667 
available in 
no 1.628 -0.028 1.042 -0.241 -3.666 
Nurse yes 2.873 2.012 0.834 -3.850 -2.766 
stationed in 
community 
everyday no "2-874 "2-011 "°-834 3-852 2-764 
Traditional yes -0.375 -1.555 -1.475 1.732 3.118 
healers 
visiting at 
least twice no 0449 1 559 1478 -1-806 "3119 
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Appendix 2: Adjusted Residuals for Health Transfer Agreement 
Adjusted residual analysis of health transfer agreement types in relation to self-rated health. 
Agreement Type Excellent Very Good Good Fair Poor 
Self-government 2.966 -0.331 -1.976 -0.237 0.692 
agreement/T ransfer 
Agreement 
Integrated agreement -2.712 -0.009 -0.884 2.042 2.152 
Other Agreement -0.658 0.399 3.240 -1.847 -3.052 
